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Jemal A et al CA Cancer J Clin 2007; 57: 43-66; 2007 



Dati epidemiologici 




Ficarra V. et al. Eur. Urol, 2003; 43: 663-69 



Diagnostica per immagini 
identificazione 




Identificazione e Stadiazione 



• TC spirale addominale (o RMN) 

• Radiografia del torace (TC torace) 

• Scintigrafia ossea 

• TC (RMN) cerebrale 



Ljungberg B et al. EAU Guidelines Eur. Urol 2007; 51 : 1502-10 



Terapia chirurgica degli RCC 
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Variazioni del TNM nel corso degli anni 
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Ficarra V, Galfano A, Mancini M, Martignoni G, Artibani W. Lancet Oncol 2007; 8: 554- 558 



Enucleoresezione 



Carcinoma a cellule renali (pT3a) 




Ficarra V., et al. J Urol 2007; 178: 418-424 




pT3b 



Proposte di riclassificazione degli 
RCC confinati (T1-2) 



•4.5 cm (Zisman, 2001) 

• 5 cm (Gelb, 1993; Targaski, 1994; lgarashi,2001; 

Lau, 2002; Elmore, 2003; Zucchi, 2003) 

• 5.5 cm (Kinouchi, 1999; Ficarra, 2004) 



Ficarra V et al. Eur. Urol 2004; 46: 559-564 



Proposte di riclassificazione degli 

RCC confinati (T2) 




Klatte T, et al J Urol 2007; 178: 35-40 




Bonsib SM, Gibson D, Mhoon M, et al. Renai sinus involvement in renai celi carcinoma. American 
Journal of Surgical Pathology 2000; 24:451 -458. 



Bonsib, SM. The renai sinus is the principal invasive pathway: a prospective study of 100 renai celi 
carcinomas. American Journal of Surgical Pathology 2004; 28:1 594-1 600. 




Infiltrazione del 
grasso del seno 
renale 



pT3a 




Coinvolgimento del grasso del seno renale 




Thompson RH et al. J Urol 2005; 174: 1218-1221 



Invasione della via escretrice 



• Non determina un peggioramento della prognosi nei 
pazienti con RCC di stadio elevato 

• Potrebbe associarsi ad una prognosi peggiore nei 
pazienti con basso stadio di malattia 

• Non è un fattore predittivo indipendente della 
sopravvivenza causa-specifica 

• Al momento mancano evidenze per includere questo 
parametro nel contesto del TNM 



Classificazione dei linfonodi regionali (N) 
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Proposte di riclassificazione degli RCC 
con coinvolgimento linfonodale 
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Terrone C et al. Eur Urol 2006; 49: 324-331 



Proposte di riclassificazione degli RCC 
con coinvolgimento linfonodale 




Dimashkieh HH et al. J Urol 2006; 176: 1978-1983 



ESAME MICROSCOPICO 



• istotipo 

• grading 

• necrosi 

• trasformazione sarcomatoide 



The Heidelberg classification of renai celi tumours 

JPathol. 1997,183:131. 



Union Internationale Contre le Cancer (UICC) and the American Joint 
Committee on Cancer (AJCC). Workshop on Diagnosis and Prognosis 

of Renai Celi Carcinoma. 

Rochester, Minnesota, March 21-22, 1997. 
Cancer. 1997,80:973. 



Benign 



Malignant 



Metanephric adenoma 
Papillary renai celi adenoma 
Renai oncocytoma 



Common or conventional renai celi carcinoma 
Papillary renai celi carcinoma 
Chromophobe renai celi carcinoma 
Collecting duct carcinoma 
Renai celi carcinoma, unclassified 



Sarcomatoid change 
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classificazione dei tumori del rene 




CARCINOMA A CELLULE RENALI CHIARE 





Delezione di VHL 



CARCINOMA A CELLULE RENALI PAPILLARE 




CARCINOMA A CELLULE RENALI DI TIPO CROMOFOBO 






ISTOTIPO E PROGNOSI 




491 neoplasie del rene trattate dal 1986 al 2001 




Istotipo alla diagnosi iniziale 






Istotipo dopo revisione 
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Ficarra V, Martignoni G, Galfano A, Novara G, Gobbo S, Brunelli M, Pea M, Zattoni F, Artibani W. 
Histologic subtypes of renai celi carcinoma after slide revision. 

Eur Urol. 2006;50:786-93. 




Martignoni G et al. Role of molecular markers in the diagnosis and prognosis of renai celi carcinoma. Anal Quant Cytol Histol; 2007; 29: 41-9 



Indagine immunoistochimica: pannello di anticorpi 
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Martignoni G et al. Role of molecular markers in the diagnosis and prognosis of renai celi carcinoma. Anal Quant Cytol Histol; 2007: 29: 41-9 




Carcinoma cromofobo 
(variante eosinofila) 



Oncocitoma 



CJE P cromosoma 6 




Brunelli M, Eble JN, Zhang S, Martignoni G, Delahunt B, Cheng L. Eosinophilic and classic chromophobe renai celi carcinomas 
have similar frequent losses of multiple chromosomes from among chromosomes 1, 2, 6, 10, and 17, and this pattern of genetic 
abnormality is not present in renai oncocytoma. Mod Pathol 2005;18:161-9. 
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Ficarra V, Martignoni G et al. Cancer 2005; 103:68-75 




Originai. Article 



Nucleolar Grade But Not Fuhrman Crade \s Applicatale 
to Papillary Renai Celi Carcinoma 

Dìamie Sika-Paotow, BSe,* Peter B. Bathwaìte. PhD, FRCPA* 
Margaret R. È. McCredìe, PhD,* 7. William Jordan. PhD,* ami Bmt Bctahimt, A/A FRCPA* 




SOPRAVVIVENZA / Grado NUCLEOLARE 



SOPRAVVIVENZA / ISTOTIPO 
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Am J Surg Pathol. 2006 Sep;30:1091 




Fuhrman Grading is not Appropriate for 
Chromophobe Renai Celi Carcinoma 

Delahunt B, Sika-Paotonu D, Bethwaite PB, McCredie MR, Martignoni G, Eble JN, Jordan TW 
Am J Surg Pathol 2007; 31 : 957-60. 



NECROSI TUMORALE 
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Ficarra V, Martignoni G. et al.: Cancer 2005; 103:68-75 




Sengupta S et al. Cancer 2005; 104:511 
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CD10 is expressed in a subset of 
chromophobe renai celi carcinomas 

Guido Martignonì 1 , Maurizio Pea 2 , Matteo Bruneili 2 , Marco ChiLosi 2 , Àlborto Zaraó 2 , 
Manuela Bertaso 2 , Paolo Cos su -Rocca 1 * John N Eble 3 , Gregor Mikuz 4 5 Giacomo Puppa 5 , 
Cecile Badoual G , Vincenzo Ficarra 7 , Giovanni Novella 7 and Franco Bono iti 2 
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TNM staging system for renal-cell carcinoma: current status 
and future perspectives 



Vincenzo Fican a Antonio Goffano, Wanongda Mone/ni GuidoMartrgnom, Walter Art rbam 
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TheTumour, Nodes, and Metastasi (TNM) statini* system a melhud of stratif) ìjuì patients with laiiier and based oii 
data ubeauied from larice muJtkentft studies that mvelved large numbersof patients, and bave a upod leve] of evidente. 
Honever, despite coittuuiai rei "isions to the methodology to incorporate elidente fnmi nen clinical siudies, the optimum 
stratifica tion of patieiih svilii retukdl lanifioma (RCC) ihin^ the TNM siapi^ system remain* trmlrotersiiil .1 n-ti 
lurtlier isions, m our opinion, are needed, Reviskm of the TNM slafiing system for renakelt cancer could also muli 
in the ^imulyn^His iipbteof the inle^raled projjnosiu w stems (fiat arecurrenlly nsed alongsklelhi* Iraditbnal melhod 
of Hla(TÌrig, Illese ìnlvjipkiJ sWeins ìchjM betoni*- k* j \ irhlmmtiits tor jìukling palienl uinnselling, tbr appropriate 
hWuw 11 p strategie*, for [Alieni sdettion fordìnkal Irials, aiuJ lor appriiprìatea^sessmeril »f resili ts if the perteption thaì 
they are tonipkx is riverrò me. TJiis percepì io 11 is d riveli by the presente of more than one system, the hetemgeneily of 
ilinical and pa t ho logicai varia bles induded in the melliod olugy, and the need for rollìi st comparative studies beftveen the 
various systeins. Tilt retore, in evenday clinkal prailke, the TNM system v* regarded as a more reliable niellxxl of 
siagìny. In l!m Eway, \u*aini to higldight the prohlenisassrKiateii vtitji ihecurrenl versili afille TNM staging system 
and highJight areas in whfch tliis grading instrument cari lie intpwed in future to Unirne a more retìned ifld 
slanda rdlsed methud of lornniuiikatkm hetwmi ali dinkians invokecl in dhmal nuiiwgtiuenl of RCC. 



VARIABILI PROGNOSTICHE RCC 



- PATOLOGICO: 

TNM 

- CLINICO: 

Performance Status, Sintomi,VES, 
Conta Piastrinica 

- ISTOLOGICO: 

Istotipo, Grado nucleare, Necrosi 



Nomogrammi e Sistemi Predittivi in RCC 
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OS: overall survival, CSS: cancer specific survival, DFS: disease free survival 



University of California-Los Angeles 
Integrateci Staging System 




ZismanAet al. J Clin Oncol 2001; 19: 1649-1657. 



University of California-Los Angeles 
Integrateci Staging System (UISS) 
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ZismanAet al. J Clin Oncol 2001; 19: 1649-1657. 





SSIGI 



Grado Nucleare 






Frank et al. J. Urol. J Urol 2002; 168: 2395-2400. 
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Ficarra V, Martignoni G, Lohse C et al. 

External validation of the Mayo Clinic Stage, Size, Grade and Necrosis (SSIGN) score 

to predict cancer specific survival using a European series of conventional 
renai celi carcinoma. 

J Urol. 2006; 175: 1235-1239. 



Anomalie genetiche escludendo il 3p 



Loss of heterozygosity at chromosomes 8p, 9p.and 14q 
is associateci with stage and grade of non-pap'llary 
renai celi carcinomas. \ 
Schullerus D et al. J Pathol. 1997;183:151-155. \ 



CDKNA2A mutation analysis, protein expression, and deletion mapping 
of chromosome 1 9p)nconventional clear-cell renai carcinomas: 
evidence for a second s tem^r suppressor gene proximai to CDKN2A. 
Schraml Petal.Am J Patholr^ÓQI; 158:593-601. \ 



Allelic loss on chromosomes 8 ar^H^orrelai 
advanced clear celi carcinoma of the kidney. 
Presti JC et al. J Urol. 2002;167:1464-1468. 



with clinical outcome in locally 



9p Loss 




Interphase fluorescence in situ hybridization (FISH) 



Funzioni di sopravvivenza 
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CONCLUSIONI 



• Necessità di una maggiore standardizzazione dell'esame 
macroscopico 

• Maggiore utilizzo dell'analisi immunoistochimica per una 
corretta attribuzione degli istotipi per alcuni dei quali 
valgono alcune variabili prognostiche ( grading, necrosi), 
ma non per altri 

•La perdita del 9p è un fattore prognostico indipendente 



